The problems relating to perinatal mortality in
diabetic pregnancy alone are presented. Theresults of 563 pregnancies managed at King's College Hospital over a thirty-year period are analysed. The cases fall into 3 groups covering approximately one decade in each group (see Table 1 ). 1953-1957: Admission of selected cases for intensive in-patient therapy. (c) 1958-1960: Admission of all cases at 30-32 weeks for intensive in-patient therapy (control of diabetes, bed rest twenty hours per day, and treatment of hypertension and/or cedema). It is only in the last phase that the perinatal mortality has improved. Although there is still very little improvement in neonatal death-rate, stillbirths (fresh and macerated) have been reduced to 3 7 % ( Table 2) . Intrauterine foetal death is particularly liable to occur in the following circumstances: (1) Uncontrolled diabetes, (2) in the presence of hydramnios, (3) when the baby becomes grossly overweight, (4) in the presence of severe hypertension and/or albuminuria, and (5) in pre-diabetes.
There is an urgent need for more information about what happens during a pre-diabetic pregnancy. Analysis of 27 patients seen, in whom diabetes developed in association with a previous pregnancy shows the following details of those pregnancies: Glycosuria, 5 cases; stillbirth (baby over 10 lb), 6 cases; live baby (over 10 lb), 5 cases; stillbirth (baby normal size), 4 cases; early neonatal death (baby normal size), 5 cases; and apparently normal pregnancy, 2 cases.
The fact that glycosuria occurred in only 5 cases shows that hyperglycemia is unlikely to be the primary cause of the excess foetal weight in prediabetic pregnancy, and probably not in diabetic pregnancy. Hormone changes in pregnancy have been demonstrated, e.g. increased plasma cortisol, increased urinary aldosterone, and increased blood progesterone. Glucose tolerance is known to be affected in pregnancy (diabetogenic effect of pregnancy). In some prediabetic pregnancies the patient becomes diabetic (hyperglycemiaabnormal glucose tolerance curve), but in many no glycosuria occurs. Information concerning glucose tolerance and blood sugar levels in pre-diabetic pregnancy is for obvious reasons very scanty, but is urgently required. Careful post-mortem studies on stillborn babies or babies dying in the early neonatal period, in suspected pre-diabetic pregnancy are also urgently required, with particular emphasis upon the amount of islet tissue in the ftetal pancreas. There is a definite relationship between foetal weight and the amount of islet hyperplasia.
Experimental work at King's College Hospital during the last few years has failed to show any evidence of placental insufficiency in diabetic pregnancies in which intrauterine foetal death had occurred. Determinations of uterine blood flow, the oxygen saturation of feetal cord blood and faetal hemoglobin levels have been carried out.
A further effect ofthe recent regime of hospitalization and rigid control of the diabetic condition has been a decrease in fatal and placental birthweights. This is not due simply to a decrease in fluid retention. The incidence of severe hydramnios has also decreased, and there has been a reduction in the average amount of liquor. Preeclamptic toxwemia has only occurred in 8 % of patients, in 5 of whom there was a previous chronic hypertension. All the cases were very mild.
The aim of obstetric management has been to allow the pregnancy (in the absence of complications) to continue into the 38th week. This is later than was our previous practice. Each case must be considered individually. Routine termination at a particular date arrived at arbitrarily does not give the best foetal outcome. Previous obstetric history, present state of the diabetic condition and an exact obstetric assessment are necessary before the appropriate date for termination of the pregnancy, either by Caesarean section or induction of labour, can be decided. 27 745
